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S 000| Initial Comments S 000

Facility Reported Incident investigation of
6/25/22/I1L148714

§9999 Final Observations 59999
Statement of Licensure Violations:

300.1210b)
300.1210c)1)
300.1210d)6)
300.3220f)
300.3240a)

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident. Restorative
measures shall include, at a minimum, the
following procedures:

c) Each direct care-giving staff shall review
and be knowledgeable about his or her residents’
respective resident care plan.

1) Medications, including oral, rectal,
hypodermic, intravenous and intramuscular, shall

be properly administered. A

Aftachment
Statement of Licensure Violations
d) Pursuant to subsection (a), general :
nursing care shall include, at a minimum, the
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$9%99 | Continued From page 1 $9999
following and shall be practiced on a 24-hour,
seven-day-a-week basis:
6) Allnecessary precautions shall be taken

to assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate rasidents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

Section 300.3220 Medical Care

f) All medical treatment and procedures shall be
administered as ordered by a physician. All new
physicianarders shall be reviewed by the facility’s
director ofnursing or charge nurse designee
within 24 hours after such orders have been
issued to assure facility compliance with such
orders. (Section 2-104(b) of the Act)

Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator, employee or
agent of afacility shall not abuse or neglect a
resident. (Section 2-107 of the Act)

These Regulations were not met as evidenced
by:

Based oninterviews and record review the facility
failed to emsure that a resident's narcotic
medicatioa {(Methadone Hydrochloride) was
administered as ordered by the physician.

This applies to 1 resident (R1) reviewed for
narcotic medications.

This failureresulted in R1 being hospitalized with
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dia'gnosisof Methadone poisoning.
The findings include:

R1 was admitted to the facility on June 24, 2022,
from homeunder hospice care with multiple
diagnoseswhich included idiopathic pulmonary
fibrosis, iderstitial pulmonary disease, COPD
(chronic ebstructive pulmonary disease), chronic
respiratoryfailure with hypoxia, fibromyalgia, and
chronic pan syndrome, based on the face sheet.

Rt's admission baseline care plan dated June 24,
2022, showed under summary that the resident
was alertand oriented x 3 and was receiving
hospice care. The same admission baseline care
plan summary showed in-part, "She is here for
respite care x 5 days.”

R1's progress notes dated June 24, 2022 (12:00
PM) crealed by V4 (Nurse) showed in-part, "All
orders from hospice verified with MD/NP (Medical
Doctor/Narse Practitioner), with no new orders.
All medications and treatment to be continued.
All admission procedures completed."

R1's progess notes dated June 25, 2022 (2:39
PM) cresied by V5 (Nurse) showed in-part, "with
complains of pain 7/10, vital signs stable. 8 AM
pain med#isadministered as ordered. Husband
noticed pdient easily arousable but easily goes
back to #keep. Patient stated she feels warm,
sweating.and flushed face. Encouraged fluids,
patient ale to consume 1 liter of ice water, ice
pack placed on patient's armpit and groins. Upon
checkingte order, patient had overdosage of
pain meds. Informed husband, hospice, and MD
regardingthe medication overdose. 11:45 AM
patient picked up by ambulance transportation
and transierred to (hospital) ER (emergency
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